Despite treatment with gentamicin, metronidazole, and cefotaxime he remained clinically septicaemic with a white cell count which reached 10Ox 109/ml. On day 26 he had a gastrointestinal
SUMMARY A case of emphysematous gastritis associated with extensive gastric infarction after acute pancreatitis and acute renal failure is described. This complication was diagnosed on a plain abdominal radiograph and confirmed endoscopically. Extensive There are two main factors which may have been responsible for its development: continuing pancreatic bed sepsis and the use of inotropes. At necropsy he had continuing sepsis within the pancreatic bed and this was thought to have predisposed to thrombosis in the coeliac axis and its branches. Whether coeliac axis thrombosis occurred after the development of emphysematous gastritis as a result of the continuing pancreatic bed sepsis, or emphysematous gastritis followed coeliac axis thrombosis, it is not possible to say. At the time that intramural gas was first detected in the gastric mucosa the blood pressure was low and the patient was receiving both dopamine (12 [sg/kg/min) and dobutamine (8 Rtg/kg/min).
Alpha receptor stimulation appears to be the predominant factor in the regulation of gastric mucosal blood flow as shown by the elegant experiments of Hovendal and Bech.3 Dopamine is known to have agonist activity at alpha receptors. Our patient had Bloodworth, Stevens, Buiry, Arm, and Rainford already shown an unusual sensitivity to alpha agonism as shown by the onset of digital ischaemia at a dopamine dosage of 5 ,ug/kg/min. This, in conjunction with the reduced splanchnic blood flow mediated through alpha receptor stimulation and the clinical setting of a lowered blood pressure, may have further predisposed to the development of the complications described.
This patient developed emphysematous gastritis as a complication of acute pancreatitis. The radiological and endoscopic appearances of this unusual complication are illustrated. To our knowledge, there are no reports in the literature of gastric or intestinal infarction in response to dopamine infusion. Patients with acute haemorrhagic pancreatitis frequently require inotropic support and the contribution of pressor agents to both scenarios may be important. This merits further investigation particularly when the continuing high mortality of this group of patients is considered.
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